Warthin's tumor (WT) is the second most common benign neoplasm of all parotid epithelial lesions [1] . Approximately 15-20% of these tumors might be multifocal or bilateral and can thus be misinterpreted as neck lymph node metastasis [2] . WT might be caused by rare localization, being located in the minor salivary and submandibular glands or even in the lymph nodes [3] . When WT coexists with other head and neck anatomical abnormalities, such as thyroid tumors, it may be misinterpreted as metastatic disease [4] .
An 80-year-old chain-smoker woman was admitted to the department of endocrinology due to The right lobe was 2 cm below the suprasternal notch, and the left lobe reached the posterior mediastinum (FIGURE 1C). Ultrasound-guided fine needle aspiration biopsy (UG-FNAB) of the thyroid and submandibular tumors was performed; however, no sufficient material was obtained for examination. The clinical scope and radiological findings suggested thyroid lymphoma; however, the bone marrow biopsy and aspiration results were negative. UG-FNAB of the primary tumor and upper neck nodules was performed again. The cytology result of the thyroid tumor was assigned to category III of The Bethesda System for Reporting Thyroid Cytopathology (TBSRTC), and metastatic-like follicular cells were found in specimens from the neck lesions. Because of the "uncertain" cytology result [5] , a final UG-FNAB was performed, and category V was finally established. Smears from the thyroid and lymph node samples showed a sparse and moderate number of cancerous cells, respectively.
Both smears displayed similar cytomorphological features of cancer cells, which raised suspicion of papillary thyroid carcinoma but were not sufficient for a conclusive diagnosis (FIGURE 1D). The patient was transferred to the department of surgery and underwent total thyroidectomy (FIGURE 1E) with bilateral selective lymphadenectomy (FIGURE 1F). A thyroid surgical specimen showed a nodular pattern of growth with associated fibrosis, chronic inflammation and follicular epithelial cells with oncocytic and focally squamous metaplasia. These features were consistent with the fibrous variant of chronic lymphocytic thyroiditis (FIGURE 1G). Surgical material from lymph nodes exhibited a classical WT appearance with oncocytic epithelial cells and lymphoid stroma (FIGURE 1H). The patient was discharged on the third day after surgery with L-thyroxin oral supplementation, and she remains under observation.
